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E 000, Initial Comments E 000
On February 10, 2014, an unannounced visit was
made to the above named facility for the purpose
of conducting a complaint investigation. Survey
activities included interview with the Executive
Director and Owner, and review of a resident
documents. The facility has a census of forty
nine (49) residents.
Based on findings (only in relationship to
complaint #MD00080778) revealed no citations
were written in the health care component.
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